. Endoscopic view of the patient showing a double lumen in the middle portion of the esophagus separated by a mucosal bridge that was coated with a hematoma
Image of the Issue Answer: Spontaneous Intramural Esophageal Dissection
The patient was diagnosed with spontaneous intramural esophageal dissection (SIED). Oral intake was terminated, and the patient was conservatively managed with an intravenously administered proton pump inhibitor (pantoprasole, 8 mg/h infusion), fluid/nutritional support, and red blood cell and platelet transfusions. Four units of red blood cell suspension was administered to the patient. The patient' s hemodynamic condition improved, and there were no bleeding recurrences at the follow-up. Control endoscopy revealed healing of the esophagus 21 days after initial presentation ( Figure 2 ).
Spontaneous intramural esophageal dissection is a rare clinical entity that is generally seen secondary to bleeding disorders. There have been reports of various inherent and acquired bleeding disorders such as anticoagulant therapy, thrombolytic therapy, antiaggregant therapy, hemophilia, chronic renal failure, and liver cirrhosis causing SIED in the literature (1-3). Other causes of SIED include eosinophilic esophagitis, esophageal web/diverticula, persistent retching, and arteriovenous malformations (4). Severe thrombocytopenia was the associated risk factor in the present case. To the best of our knowledge, this is the first reported SIED case induced by severe thrombocytopenia.
Hematemesis, chest pain, dysphagia, and odynophagia are the most common symptoms of SIED. Hematemesis, which is usually clinically insignificant, spontaneously resolves in most cases. However, there have been a few patients with SIED in the literature presenting with severe gastrointestinal bleeding, similar to that seen in our patient (3).
Barium esophagogram, upper gastrointestinal endoscopy, computed tomography, and magnetic resonance imaging are useful methods for making a definitive diagnosis. Two different lumens, a true esophageal lumen and false lumen separated by a mucosal bridge, can be frequently identified by endoscopy as in our patient. However, endoscopy should be carefully performed in these patients because forcing the endoscope into the false lumen can lead to esophageal perforation (5).
Spontaneous intramural esophageal dissection treatment is generally conservative and includes cessation of oral intake, administration of fluid and nutritional support, and close monitoring when the dissection is limited by the submucosal plane. Endoscopic interventions including incision of the septum between the true and false lumens, balloon dilatation, metal stent insertion, endoscopic clip placement, or surgical treatment may be necessary if a patient is refractory to conservative management or has a complication. Complications such as esophageal perforation, esophageal fistula, mediastinal abscess, and pneumomediastinum rarely occur (1-3).
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